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vi PREFACE.

Keeping strictly in view the object aimed at, he has avoide
unnecessary verbiage and over-elaboration, presenting the essential
facts in a manner best calculated to fix the reader’s attention.

In the synopses of diseases, this condensation is seen to the best.
advantage, and here, also, its value will probably be most highly
appreciated.

Though lacking the advantage of his final revision, the book is
presented to the profession with the firm conviction that it will meet.

with a generous welcome.
Laurence Jornson, M.D.
NeEw YORK, July, 1887.
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THORACIC DISEASES.

CHAPTER 1

PRINCIPLES OF PHYSICAL DIAGNOSIS.

Ougr system of physical examination of the chest, as developed by
Avenbrugger, Laennec, and Piorry, has received numerous amenda-
tions and additions from a host of investigators and teachers in
Europe and America. The more prominent of these abroad are
Skoda, Allison, Gairdner, and Walshe ; and not less valuable and
original are the contributions in our own country, of Flint, DaCosta,
Loomis, Leaming, Camman, and Clark.

The profession has come to regard physical diagnosis, in the hands
of experts, as affording exact knowledge of the conditions of the
intra-thoracic organs. It is accepted, as a fact fully established,
that, by the application of acoustic laws, certain combinations of phy-
sical signs lead to an immediate and correct diagnosis in most cases of
thoracic disease.

REGIONAL ANATOMY OF THE CHEST.

Before entering upon the study of physical signs, it is essential to
have thorough knowledge of the normal chest, the structure of its
walls, and the situation and size of the intra-thoracic organs—that
is, the regional anatomy or topography of the chest.

TorograrPEY OF THORAX.

REGIONS OF THE CHEST.

~

Supraclavicular.
Clavicular.
Infraclavicular.
Mammary.
Inframammary.
. Suprasternal.
Ubpper sternal.

. Lower sternal.

1. Anterior Regions. 1
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PRINCIPLES OF PHYSICAL DIAGNOSIS. 5

num, between third
and fifth ribs.

4. Apex of left ventricle and
portion of apex of right
ventricle, in fifth inter-
costal space, one inch
within and two inches
below nipple.

(@) Nipple varies somewhat in position. May be said to be,
usually, on the fourth rib, at junction of costal cartilage and rib, or
in fourth intercostal space.

(b) Fissure between upper and middle lobes of right lung passes
obliquely upward and backwards from fourth cartilage ; fissure be-
tween middle and lower lobes, upwards and backwards from fifth
interspace ; fissure between lobes of left lung begins at fifth inter-
space, below the nipple. '

3. Inframamary. Boundaries.
(@) Superior, . . . Lower border of sixth rib.
(6) Inferior, . . Curved line corresponding to the
free border of ribs.
(¢) Internal, . . . Inferior portion of sternum.
(d) External, .. The continuation of the external

boundary of mammary region.

STRUCTURES WITHIN THE INFRAMAMMARY REGIONS.

(A) On right side. _(B) On left side.
1. Lung on fullinspiration. 1. Portion of left lobe of
liver.
2. Liver. 2. Stomach.
3. Portion of spleen, some-
times.

6. Suprasternal.

This region is the hollow space immediately above the notch of
the sternum, and bounded on either side by the sterno-cleido mastoid
muscle.

STRUCTURES WITHIN THE SUPRASTERNAL REGION.

1. Trachea.
2. Arteria innominata at lower right angle.



6 PRISCIPLES OF PHYSICAL DIAGNOSIS.

3. Arch of aorta sometimes reaches to its lower border, where it
may often be felt, on firn pressure downward.
1. Upper sternal.

This region includes the space behind the sternum from the notch
to the lower border of the third rib.

STRUCTCRES WITHIN THE UPPER STFRNAL REGION.

. Lung in front.
Bifurcation of trachea at upper border of second rib.
Ascending aorta at lower end of region.
Transverse aorta, crossing on level with second rib.
Innominate artery, at junction of second right costal cartilage.
Portion of right auricle in lower part.
. Aortic valves, midway between centre of sternum and lower
edge of left third costal cartllage

8. Pulmonary valves, one-half inch higher than the aortic, on left
edge of sternam.

The position of the lung in mid-sternum varies somewhat during
inspiration and expiration.
8. Lower sternal.

This region corresponds to that portion of the sternum which lies
below the lower border of the third rib.

NS S e

STRUCTCRES WITHLY THE LOWER STERNAL REGION.

1. Portion of hody of lung on right side in front, on the left side
also as far as the fourth sterno-costal articalation.

2. Greater part of right ventricle.

3. Smaller part of left ventricle.

4. The mitral valves, in the upper part of this region, that is just
below the level of the third rib or on a level with the fourth rib,
situated close to the left edge of the sternum.

5. The tricuspid valves, situated at about the same level as the
_ mitral, but to the right, nearer to the median line and more super-
ficial.

6. Attachment of heart to diaphragm.

7. Small portion of liver.

8. Portion of stomach, sometimes.

LATERAL REGIONS.
1. Axillary. Boundaries.
(@) Superior, . . . The axilla.
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(8) Inferior, . . .  The twelfth rib.

(¢) Internal, . . . The spinous processes of the
vertebree.

(@) External, . . . Posterior boundary of the infra-
axillary.

4. Interscapular. Boundaries.

(@) Superior, . . . Line of second rib.

() Inferior, . . . Line of sixth rib and inferior
angle of scapula.

(¢) Internal, . . . Vertebral column, dorsal spinous
processes.

(@) External, . . . Internal border of scapula.

By means of Corson’s position for percussing the posterior surface
of the chest, these traditional landmarks and regions are changed.
The interscapular region is increased threefold (see Chapter on Per-
cussion.

Fi1a. 8. —REGIONS OF BACK.

a a, Suprascapular; b b, scapular (including upper and lower scapular of Walshe); c ¢, mter-
scapular; d d, infrascapular.
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F1a. 5.—Contents of posterior regions, relations of lungs to ribs, by numbers, to scapulse,
stomach, liver, and diaphragm.
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The two sides are very nearly symmetrical. It is estimated that
not over twenty per cent of people have a perfectly symmetrical chest.
The most common deviations from a perfect form are slight curva-
tures of the spinal column. Slight modifications are consistent with
health. The main point isto seeif the volumes of two sides are
about equal.

NorMAL MOVEMENTS.

1. Troracic MoveMENTs.—In inspiration, we observe the sternum
moves forward, all the ribs except the lower four go upward and
outward. The lower four move outward directly, or outward and
downward. The ribs all separate from each other in inspiration. In
expiration, reverse movements.

2. AspomiNaL MoveEmeENTs—Diaphragm ascends, and abdomen
falls, in expiration ; reverse, in inspiration.

DerarTurEs FROM HEALTHY FoRM.

1. Expansion. 5. Procidentia.
2. Bulging. 6. Elevation.

3. Retraction. 7. Curvature.
4. Depression. 8. Distortion.

Expaxsion AND Bureing.

By expansion we mean a general enlargement of one side or of
the whole chest; by bulging, a partial enlargement at one point—
enlargement due to causes within the chest. In asthma and general
vesicular emphysema we have an example of expansion. The
shoulders are raised, all the muscles of respiration are in a state of
tension, that is, all the muscles in upper part of thorax. The chest
is enlarged in every way.

Ordinary emphysema from obstructive causes produces bulging
in the supra- and infra-clavicular regions. In pleuritis, bulging
" occurs in the mammary and axillary regions after effusion has taken
place. Enlarged heart causes bulging in precordial region. Bulging'
in inframammary region on right side results from enlarged liver ;
on the left side, from enlarged spleen.
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v CHarAcTER OF THE Two Aocts.
Inspiration begins gently, increases gradually in intensity, till it
- reaches the middle of the act, then gradually dies away, and is im-
mediately followed by expiration.
Expiration begins actively, then instantaneously and gently passes
into rest.







































PEROUSSION. 31

does not vibrate. Hence the contact of the percussion finger tips
with a rigid thorax elicits a sound relatively high in pitch and de-
void of vibration or duration. I will mention one further fact bear-
ing upon this question. The middle and lower sternal regions over-
lie the anterior mediastinum, which contains the great vessels, and
also cover the body of the heart. Yet, in some elastic chests, per-
cussion over the lower half of the sternum—the keystone of the
elastic respiratory arch—elicits, not flatness, the product of under-
lying solid structures, but a sound essentially of pulmonary quality.
The elasticity of the chest-wall is undoubtedly an essential factor
of, or contributor to, the percussion note.”















36 PERCUSSION OF THE ABNORMAL CHEST.

Myoidema a Product of Immediate Percussion.

While immediate percussion (direct blows upon the chest-wall,
with no interposition of the finger or other medium) is not resorted
to to elicit acoustic signs, it does develop an associated sign—Ilittle
reflexes of the skin and also of the pectoralis major. They chiefly
respond to quick percussion with the finger tipsin actively pro-
gressing or fully developed phthisis, and are indicative of the
effect of elevated temperature and tissue waste upon the thoracie
action of the spinal cord (Fig. 25). The clinical coincidence of this
“ peculiar momentary starting and elevation of the skin ” (Finlayson),
these muscle tumors (Graves and Stokes) or “myoidema ” (Law-
son Tait), with the true tubercular form of phthisis, renders the
search for them of some diagnostic value, though more important
as bearing in prognosis. Myoidema is chiefly found over tuber-
cular deposits and areas of softening and cavity in the infra-
clavicular and upper. part of mammary region. The muscle tumors
are perceptibly resisting to feel, are conoidal, blanched in color,
and remain raised from three to five seconds, in rare instances eight
to twelve seconds.
























































































































76 ASTHMA CRYSTALS.

The technique of the bacillus search can be easily acquired. It
consists in compressing a drop of the suspected sputum between thin
glass covers, drying over the flame of a spirit lamp, staining in solu-
tion of fuchsin, subsequently bleaching with very dilute nitric acid
and examination under high magnifying power (objective from }
to ¢%). The characteristic beads and rod-like masses are seen in
Figs. 63, 64).

AstaMA CRYSTALS.

In the sputum of many cases of asthma, chiefly those accompanied
by much bronchial catarrh, we find acicular or long octahedral

o
y

Fio. 65.—Asthma Crystals (Frankel). X 500.

crsytals. Less frequently they are found in the mucus and muco-
serum of simple catarrhal bronchitis. Whether they sustain any
uniform or causative relation to asthmatic paroxysms or paroxys-
mal and spasmodic cough is undecided.




















































































104 METHODS OF EXAMINATION OF THE HEART.

Capacity of Ventricles.

Capacity of right ventricle, . . . .. 2 fl. oz.
« ¢« left “« o, . . . .. 2 fl. oz.

METHODS OF EXAMINATION OF THE HEART.

The methodical examination of the heart is conducted in pre-
cisely the same manner as already detailed for the exploration of
the chest. It includes:

1. Inspection.

2. Mensuration.

3. Palpation.

4. Percussion.

5. Awuscultation. .

And secondarily :
. Auscultatory percussion.
. Determining the relation to contiguous organs.

N

1. InspEoTION.

We notice: 1. The degree of pracordial fulness or contraction.

2. The quiescence or movement of the precordial region as a
whole.

3. The location of the apex beat or impulse.

4. The character of the apex beat.

5. Retraction of intercostal spaces synchronous with heart action.

1. Pracordial Fulness.—In a normal chest, the preecordial (left
mammary) region should be slightly fuller than the right.

In case the prescordial region be symmetrically enlarged or
bulging, it indicates hypertrophy, eccentric hypertrophy, dlla.tatlon,
or hydropericardium.

In case the preecordial region be flat, it indicates fatty heart,
atheromatous heart, or atrophied senile heart.

2. Motion of DPrecordial Region as a Whole.—a. In most
healthy adults, with moderate development of muscles and subcu-
taneous adipose, the preecordial region is quiescent in ordinary
activity of respiration and circulation, <. e., no noticeable motion can
be observed synchronous with the heart’s action, except at the apex
beat in the fifth space. Let the healthy patient, however, exercise
violently, or even breathe rapidly and forcibly a number of times,
and the entire preecordial region will be seen to heave slightly with







106 METHODS OF EXAMINATION OF THE HEART.

may be recovered from by discreet management, rest, and cardiac
tonics.

d. When the precordial region up to the cardiac base, without
being shaken, perceptibly displays in the third and fourth intercostal
spaces the cardiac motion, we infer that the overlapping edges of the:

FI6. 72.—Apex carried to the right. Hypertrophy or dilatation of the right ventricle
(Von Dusch).

lungs have been atrophied or contracted by phthisical processes, amo!
that the heart is wholly ‘uncovered and permitted to move in di
apposition with the chest-wall. Thus, not only the whole ventricule=
but even the auricular wave is perceived. This is an importa——
diagnostic inspection sign of advanced phthisis with cavity of R -
left lung. '
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been variously represented, as ‘“dup,” “tup,” and “ta” (asin
rosetta).

The first sound is best heard over the anterior ventricular wall
and apex; the second sound, over the base of the heart—the aortic
and pulmonary valves. The sequence of the normal heart sounds
thus may be represented by letters, and I think it of the utmost
value for the student and teacher to bear these letters in mind as
standards of normal sounds, and by which to estimate departures,
slight or pronounced, constituting evidence of cardiac disease.

Thus Dr. Flint describes the first sound as ¢lub,” the second as
“dup,” the whole heart’s action as ¢ lub-dup,” “lub-dup,” *lub-
dup.”

Dr. Leaming would describe the heart’s action as ‘‘llug-te,”
“llug-te,” “llug-te.”

Walshe makes a further distinction which is by nomeans fanciful
and will well repay any observer to study and verify. If we listen
over the left ventricle, we hear the first sound distinctly as “oubb,”
and the second sound less distinctly as “dup;” <. e., both sounds
“oubb-dup.”

But if we place the ear over the basic valves, we now hear
the first sound less distinctly (because away from the seat of its pro-
duction) as “‘up,” and the second sound more distinctly (because
over the seat of its production) as “tup.” Hence the heart sounds
heard in health are:

1. At the apex and over ventricle, “oubb-dup.”

2. At the base, “up-tup.”

As a rude way of simulating the rhythmic recurrence, general
quality, and duration of the lLeart’s sounds, I have been in the habit
of representing the first sound by a sliding blow of the palmar sur-
face of the thumb on a table, and the second sound by an imme-

distely succeeding blow with the tip of the index finger of the same
hand. These two strikes and the sounds which they elicit—the one
long, gliding, booming, and resonant, the other short, abrupt, high-
pitched—fairly illustrate the cardiac rhythm.

To recapitulate :

Cardiac sounds (Fiint) ¢ lub-dup ”—* lub-dup.”
“ “  (Leaming) *Illug-te”—“llug-te.”
“ “  (Walshe)
at apex—* oubb-dup ”—* oubb-dup.”
at base—* up-tup ”’—* up-tup.”
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range in intensity from a gentle to a very violent murmur; this
angemic or hemic murmur, however, usually lacks the friction,
harsh grating, sawing character of organic murmurs. It is best
heard at the base of the heart, at the junction of the third left car-
tilage with the sternum, and is also heard throughout the large
arterial trunks, the innominate and subclavian arteries, and down
the sternum to the tip of the xyphoid cartilage. The sound is car—
ried simply by convection. In cases of extreme ansmia, there are-
also venous murmurs in the neck—a continuous humming, called.
“ bruit du diable.”

Diagnosis or Anzemio MurMURS.

1. Character—soft and blowing.

2. Originated at the base of the heart and carried along the course
of the large vessels.

8. Occur in ansemic persons.

4. Loudest during or after violent exercise.

2. NEUROsES oF THE HEART.

Disorders due to nerve causes.

Nerve power of heart.—The heart is an involuntary muscle,
which receives a constant supply of motor power from the pneumo-
gastric nerve, and the superficial and deep cardiac ganglia.

All over the surface of the heart, and in its substance, are numerous.
little ganglia, connected together and constantly supplying stlmulus
for the heart’s action and rhythm.

IRREGULARITY AND INTERMISSION.

The most common of all causes of irregularity, intermission, and
palpitation is indigestion. Irritation of one branch of the pneumogas-
tric nerve—the gastric—disorders the other branches, and produces
palpitation and dyspncea.

Excessive use of tea and coffee, and especially of tobacco, is a
cause; the latter acts not only by producing dyspepsia through ex-
cessive action of the salivary glands, but directly through the nervous
system.

Alcoholic habit causes first a violent, then an irregular heart
action. Fright, excitement, excessive mental effort, great fatigue
from overwork, or absence of sleep will give rise to irregularity in
the heart’s action.
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for a considerable length of time; and it may lead to embolism, oc-
curring months later.

Paravysis o THe HEArT.

Shock or injury to the sympathetic nerve may be so great that it
never reacts to supply stimulus for the heatt’s action.

Diphtheria, cerebro-spinal meningitis, typhus fever, and some
other diseases occasionally cause paralysis of the heart.

AngiNa Peororis

is placed among neuroses because its lesion is not known. Its path
ology is supposed to be in many cases embolism or occlusion of the
coronary vessels. All its symptoms may occur in organic disease.

Tae Orcanic Diseases or THE HEART.

The organic diseases of the heart are comprehensively considered
in the following synopses. The pathology bears upon diagnosis,
and the prognosis and treatment so often have to be revised and
modified in relation to ultimate diagnosis that they have in each
disease been included in its consideration.



CHAPTER VIIL

SYNOPSES OF HEART DISEASES.
CARDIAC HYPERTROPHY.

Definition. | Enlargement of the heart as a whole, or of the walls of any one
of its cavities—the result of increased effort of the heart.

Pathology. | Hypertrophy of left ventricle more often than of right ventricle;
rarely auricles. Increase of weight, size, thickness of walls.

Concentric hypertrophy: Thickening of walls at expense of cavity.

Eccentric hypertrophy: Hypertrophy with dilatation.

Due to hypertrophy of existing muscular fibres.

Possibly new fibres developed. :

Hypertrophy, at first a conservative process, changes to dilata-
tion and fatty metamorphosis after long standing.

Causes. Of left ventricle:
Aortic valvular lesions.
Mitral valvular lesions.
Atheroma of aorta and arteries.
Obstructed circulation in viscera.
Pericardial adhesions.
Habitual violent work or exercise.
Of right ventricle:
Emphysema and other chronic lung disease; obstructive pul-
monary valvular disease.
* Mitral lesions. (Indirectly.)

Symptoms. | Full, strong pulse in hypertrophy of left ventricle. Fulness of
carotids and temporals, Liability to congestion of brain if
the heart is over active.

‘With hypertrophy of right ventricle, a slow venous circulation,
dyspncea, coexisting lung disease. :

Physical Inspection.—Fuluness of preecordial region, and heaving apex
Signs. beat. Apex lower and outward—hypertrophy of left ventricle.

Mensuration.— Nipple carried outward; increased distance from
third to sixth rib,

Palpation.—Violent apex beat, and changed location.

Percussion.—Increased area of dulness to the left, and down, for
the left ventricle, to right of sternum for right ventricle.

Auscultation,—Valvular murmurs of the lesion causing h{per-
trophy. The accentuated first sound and the sharp, loud,
abrupt click of the second sound.

Diagnosis. | Praecordial fulness: increased area of dulness; full, strong pulse;
strong cardiac impulse; displaced apex; valvular lesion; in-
tensified normal second sound, due to aortic resiliency.

Often associated hypertrophy of aorta and arteries of neck.

Prognosis. , In simple hypertrophy good, if life be regular and no increase
' of lesion. Ba£ ff hypertrophy is associated with dilata-
| tion. Danger of cerebral congestion; dilatation, fatty de- -

generation, etc.

Treatment. | Quiet life; light work; temperance; plain diet.
Keep excretion free.
Avoid causes of increased lesion.
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FATTY HEART.

Quain’s DEGENERATION.

Definition.

A destructive metamorphosis of the muscular structure of the
heart. (Distinguished from mere deposition of adipose on
the heart of obese persons.)

;Patholoéy.

-Causes,

Heart—pale yellow, soft, small (unless dilatation coexist).
Striee of muscular fibres grow faint, disappear; replaced by
fatty granules, oil globules, and atheroma. Sequel of myo-
carditis.

Indolent life; rheumatism, gout; alcoholism; old age; acute
fevers of low type; climacteric changes; atheroma or em-

bolism of the coronary arteries.

-Symptoms.

Physical
Signs.

Prognosis.

‘Weak circulation; feeble pulse; cold extremities; pallor, cyano-
sis; weak heart impulse; liability to syncope; cerebral an-
semia. Weak heart-sounds, intermission, irregularity ;
dyspnoea, sighing, irregular breatking (Cheyne’s symptom),

Coexisting arcus senilis, and atheroma of arteries in old people.

No preecordial prominence; no perceptible apex beat. May be
reduced area of dulness; sounds feeble, often distant. May

be aortic or mitral murmurs due to atheroma on valves.

Age, general health, habits, arcus senilis, weak pulse, often syn-

cope, faint heart-sounds. Often contracted liver and kidneys.

Bad. Liability to death by syncope. Milder cases—impaired
strength, general feebleness and emaciation.

‘Treatment.

Arrest progress by good diet, temperance, tonics. Avoid syn-
cope; avoid dilatation; avoid sudden or great effort.
Treat syncope by stimulants.—Alcohol, ammonia, Hoffman’s

anodyne, nitrite of amyl, etc.
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PERICARDITIS.

PERICARDITIS.

Definition,

Inflammation of the serous pericardium.—A local inflammation
rarely idiopathic or traumatic; usually the result of overload-
ing the blood with irritant, morbific matter.

Pathology.

Congestion of subserous vessels; removal of epithelium; surface
hazy, granular; reddened patches; development of granula-
tions; vascular villi; friction of surfaces; liable to adhere;
patches of complete union; thin bsnds, fibres, etc., due to
contact of granulating surfaces. Absorption may be com-
plete; may leave white patches on heart, hairy processes, fine
or coarse adhesions. Serum compresses heart, distends peri-
cardium. Serum absorbed, surfaces again in contact.

Myocarditis may coexist.

Causes.

Symptoms.

Physical

Signs.

Rheumatism, Bright’'s disease, scarlatina, other acute fevers,
sepsis; rarely traumatic—rarely idiopathic.

Pracordial pain, tenderness; often pain in left shoulder and
arm; flushed face; throbbing temporals; rarely delirium.
Full, bounding, cord-line pulse.

Early.—To-and-fro pericardial friction murmurs; heart-sounds
increased, apex beat violent, pulse full and frequent.

‘With effusion.—Fulness of preecordial region; increased area of
dulness; friction sound lost; heart-sounds feeble; may be
distant.

Later.—Muffled friction may return; normal action of heart and
normal area of dulness.

Diagnosis.

To-and-fro friction; area of dulness. [Hydro-pericardium hasno
friction sound, no fever, and coexists with general dropsy.]

Prognosis.

Generally good. Pericardial adhesions may cause hypertrophy.

Treatment.

Treat primary disease. Locally—anodyne, alkaline fomentations
for pain.

Lower frequency of pulse.—Aconite, digitalis, veratrum.

Later.—Quinine, iodide of potassium, and mercurials for absorp-
tion.

For extensive effusions, aspirate the pericardial fluid with the
‘“dome” trocar.













134 CARDIAC MTURMTURS.

ExtrA-CARDIAC MURMTRS.

These are faint, puffing, or blowing sounds, synchronous with the
heart’s action, but suspended with suspended breathing; also
termed “ cardio-respiratory ” murmurs ; variously explained as due
to pressure of the heart in motion on the overlapping edges of the
lungs, to pleuro-pericardial adhesions, etc.

CARDIAC MURMURS.

TasLE oF SynoNnyMors TeEeMs Usep BY DIFFERENT ACUTHORS.

[ i
1. At Aortic Orifice. 3. At Aortic Orifice.
Aortic Systolic. Aortic Diastolic.
. « Obstr ive. . 173 .
- ‘ bstructive £ Regurg}tant.
8 Direct. ] “  Insufficient.
= = “  Indirect.
5 s )
8 | 2 AtMitral Orifice. § | 4. At Mitral Orifice.
(%, Mitral Systolic. 3 Mitral Diastolic.
« Insufficient. © M ' “  Obstructive.
“  Regurgitant. “  Direct.
“ Indirect. “  Preesystolic.

The most frequent and important organic murmurs to recognize
are:
1. Aortic systolic (obstructive, direct).
2. Mitral systolic (regurgitant, indirect).
3. Mitral presystolic (obstructive, direct). Very much less fre-
quently we meet with
4. Aortic diastolic (regurgitant, indirect).

The above are all murmurs of the left side of the heart, products
of endocarditis, atheroma, traumatism, and resulting from rhen-
matism, urseemia, and acute diseases.

Of the murmurs of the right side of the heart, two are definitely
recognizable, but very rare, viz.:

5. Pulmonary systolic (obstructive, direct).
6. Tricuspid systolic (regurgitant, indirect).
Tiese two murmurs are so infrequent that the clinical presump-







































INDEX.

Abnormal movements, 12
respiratory sounds, 53
Absence of vocal resonance, 57

Acoustic laws, 50
Acute bronchitis, synopsis of, 77
Adventitious sounds, 52
Zgophony, 57
Air and tube friction sound, 43
complementary, 17
persistent, 17
residual, 17
supplementary, 17
tidal, 17
Angmic murmurs, 121
Aneurism of ascending arch, 141
of descending arch, 142
of transverse arch, 142
of the thoracic aorta, 138
physical signs of, 140
Angina pectoris, 124
Aorta, aneurism of, 138
Aortic obstruction, 132
regurgitation, 132
Apex beat, location of, 108
impulse, character of, 188
Apoplexy, pulmonary, 87
Aspiration, 72
Asthma, 80
crystals, 76
Auscultation, 37
immediate, 37
mediate, 37
in health, 41
of aneurism, 141
of the heart in disease, 121
of the normal heart, 116

Auscultatory percussion, 96
sounds, 87
duration, 87
intensity, 87
pitch, 87
quality, 37
rhythm, 37
Axillary region, 6

Bacilli, tubercle, 75
Bell-metal test, 72
Bronchial cough, 60

respiration, 53

voice, 57

whisper, 59
Bronchitis, acute, 77

capillary, 78

chronic, 79
Bronchophony, 57
Broncho-cavernous respiration, 53
Broncho-vesicular respiration, 53
Brown induration of the lung, 95
Bulging and expansion of chest, 12

Capillary bronchitis, 78

Carcinoma of the lung, pleura, and

bronchial glands, 96

Cardiac dilatation, synopsis df, 126
hypertrophy, synopsis of, 125
murmurs, enumeration of, 133
murmurs, synonyms of, 184
region, deep, 98
region, superficial, 99
sounds, causation of, 120
valves, location of, 102

Cardiometer, Cammann’s, 109




































